pressure, hemoglobin A 1c , and body mass index outcomes for patients randomized to lifestyle counseling plus mobile phone-enabled messaging compared with patients who received lifestyle counseling alone. Varnfield et al 8 randomized patients after AMI to traditional cardiac rehabilitation or a smartphone-based home delivery program including exercise monitoring, motivational and educational material delivery, and weekly monitoring consultations. The smartphone-based program had significantly higher rates of participation and completion, and was associated with significant improvements in patient emotional status and QOL. Several ongoing trials are evaluating the effectiveness of web-or smartphone-based interactive tools and comprehensive cardiac telerehabilitation.
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Cardiac rehabilitation is a tremendously important component of the care of patients after AMI and/or coronary revascularization. The path forward to improve utilization involves novel approaches that center on the patient. 
Comparison of the Expression and Granting of Requests for Euthanasia in Belgium in 2007 vs 2013
Belgium legalized euthanasia in 2002. 1 Between 2007 and 2013, the prevalence of euthanasia in Flanders, the Dutchspeaking part of Belgium, increased from 1.9% to 4.6% of all deaths. 2 Here we describe the shifts (overall and in specific groups of patients) in the expression and granting of euthanasia requests during this period and the reasons that physicians granted or denied these requests.
Brussel, the Belgian Privacy Commission, and the Belgian National Disciplinary Board of Physicians. Patients were deceased, so no consent could be obtained. Physicians' participation was regarded as implicit consent.
We conducted a nationwide postal questionnaire survey in 2013 that was identical to a survey conducted in 2007 of physicians who certified a random sample of 6871 deaths that occurred from January 1 through June 30, 2013, in Flanders; details of the study design have been published elsewhere. 2 The survey was conducted from March 1 through December 31, 2013. Data analysis was conducted from March 1 through March 31, 2015. The questionnaire asked whether physicians had administered drugs with the intention of hastening death at the explicit request of the patient (euthanasia), whether the patient had formed a euthanasia request that was not granted, and the most important reasons for granting or not granting the request. The physicians could choose several reasons.
Results | Questionnaires were returned for 3751 of the 6871 deaths (55%). For 683 deaths, we determined that a response was impossible because of issues with access to the patient's medical records or patient identification. Therefore, the response rate was 60.6% (3751 of 6188 eligible cases) compared with 58.4% (3623 of 6202 eligible cases) in 2007. The prevalence of euthanasia increased in all patient groups and in all health care settings ( Table 1) . There were significant increases in the number of requests (from 3.4% to 5.9%; P < .001) and the proportion of requests granted (from 55.4% to 76.7%; P < .001). The most pronounced increases in the frequency of requests were in those who were 80 years or older (2.0% to 4.6%; P < .001), those with a college or university education (4.5% to 12.9%; P = .008), or those with a diagnosis of cardiovascular disease (0.8% to 3.0%; P < .001). The largest increases in the rates of granting requests were among women (45.7% to 76.4%; P < .001) and those who were 80 years or older (38.1% to 75.4%; P < .001), had less education (35.1% to 69.5%; P < .001), and died in nursing homes (22.9% to 68.2%; P < .001).
In 2013, physicians reported that the most important reasons for granting a euthanasia request were the patient's request (88.3%; 95% CI, 82.5%-92.4%), physical and/or mental suffering (87.1%; 95% CI, 81.7%-91.1%), and the lack of prospects for improvement of their condition (77.7%; 95% CI, 71.6%-82.8%) ( Table 2 ). The most important reasons for not granting the request were that the patient died before the decision (58.5%; 95% CI, 44.8%-71.0), the request was revoked (17.9%; 95% CI, 9.9%-30.2%), and legal criteria were not met (19.6%; 95% CI, 10.8%-33.0).
The percentage of cases in which the physician reported denying the request for reasons external to the patient (restrictive institutional policy, personal objections, or fear of legal consequences) decreased from 23.4% in 2007 to 2.0% in 2013 (P = .003).
Discussion | Previous research 3 has suggested that the euthanasia law in Belgium created a context of increased openness about end-of-life care and decision making in which patients could more freely discuss their wishes. Between 2007 and 2013, there were substantial increases in the proportion of euthanasia requests across various patient groups in Flanders, including groups whose requests were formerly less prevalent. These increases reflect continuing attitudinal and cultural shifts; values of autonomy and self-determination have become more prominent, and acceptance of euthanasia continues to increase in the population at large. 4 In our opinion, physicians, as part of the overall society, share this overarching perspective, which may in part explain their greater willingness to grant euthanasia requests. Additional reasons are growing familiarity with the practice, reassurance of nonprosecution when legal criteria are met, and the diminished reluctance of some health care institutions to allow euthanasia. Moreover, euthanasia is perceived as part of the palliative care continuum, as formally expressed in a position statement from the Federation of Palliative Care Flanders. 5 Although the prevalence of euthanasia remains highest in patients with cancer, those with a college or university education, and those who die before 80 years of age, there are increasing numbers of requests and granted requests in patients with diseases other than cancer, Total GME pool
Total physicians
When comparing the total GME percentage representation for each demographic with the other groups, representation was significantly different for all groups (P <.001 for all comparisons, except for the Hispanic medical school graduates and trainees [P = .85]). Not shown are the male sex, non-Hispanic ethnicity, "other" race, and white race categories. AI indicates American Indian; AN, Alaska Native, NH, Native Hawaiian; PI, Pacific Islander; URM, underrepresented minorities in medicine (non-URM category is not shown).
